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NOTES OF
TWO UNCOMMON CASES OF ABSCESS
OF BONE.
BY WILLIAM S. SAVORY, F.R.S.,
SURGEON TO ST. BARTHOLOMEW’S HOSPITAL.
EVER since Brodie directed attention to the subject,
surgeons have learnt to recognise the characters of abscess
of bone. We are now familiar with its more common
forms, but varieties of this affection occasionally occur
which have been hardly noticed. In certain instances not
only is pus found in a well-defined cavity, but also a
sequestrum lying loose in the fluid. Such a state of things
may be understood without difficulty. The inflammation
here has produced not only suppuration, but the death, also,
of a considerable fragment of bone. But the following two
cases are examples, I believe, of a still more rare condition.
A man, thirty years of age, not very robust, was admitted
into the hospital in November last, complaining of much
pain in the upper part of the left tibia, from which he had
suffered for the previous six weeks. He described the pain
as deep seated and dull, but variable. There was general
enlargement of a portion of the bone, most marked at thejunction of the upper and middle third. At this part the
limb measured an inch and a half more than the opposite
one. Here, over the tibia, and adherent to it, was a longi-
tudinal scar, some three inches long, on the surface ot which
was a small aperture, and from this two or three drops of
pus occasionally exuded. He gave the following history.
Sixteen years ago he was struck on the left shin by a
cricket ball. After awhile the bone became painful and the
leg began to swell, but for some years he did not suffer
much. Seven years after the accident all the symptoms
became aggravated and pointed clearly to an abscess in the
tibia. Nine years ago I trephined the bone and exposed an
abscess about three inches in length. The wound gradually
closed, and for five years after the operation the man was
free from all trouble, but about four years ago the bone
again became painful, and then some pus escaped from the
site of the old wound. The chief features of the case since
that time he very clearly described, and his description was
confirmed by what was observed in the hospital. After a
period of freedom from suffering he would be troubled for
some days with severe pain in the part, which gradually
increased up to a certain pitch, and then almost suddenly
ceased. This cessation would be marked by the formation
of a small abscess in the scar, which would burst, discharge,
heal, and leave him free from pain for some weeks, when it
would begin again, and lead up to an abscess as before.
When the scar was reflected from the surface of the tibia, a
very small indentation was observed in the centre of the
prominent bone, and here, by the aid of a fine probe, a
minute aperture was discovered, only just large enough to
admit it, which led, at some depth, to a cavity in the
interior. This was opened and found full of pus, holding
about two drachms. The state of things was then clear
enough. It was a case of abscess in the tibia, but with the
striking fact that it communicated with the exterior by a
fine canal, and this explained the peculiarity of the sym-
ptoms. They were not of the urgent and characteristic kind
usual in cases of abscess of bone, for when the cavity became
filled, tension was relieved by the escape of pus from time
to time to the surface. The question how such a con-
dition had been brought about is more difficult to answer.
Was this fistulous tract the remains of a process by which
this abscess had, during its course, made its way to the
surface, as in the instances mentioned by Mr. Carr Jackson ?1 ’
In the history of this case there was no evidence of this.
Had it been the result of incomplete repair after the first
operation? It is hard to understand this with a period
of five years’ absolute freedom from all trouble. But if not,
how came such a delicate fistulous passage to form ? My
view is that repair after the first operation could never have
been thorough and complete.
A delicate girl, eighteen years of age, was admitted into
the hospital on the 15th of last January, with the following
history :-Her health had been good until seven years ago,
1 Circumscribed Abscess of Bone, 1867, p. 25.
when she struck the right sbin. This was followed by in.
flammation of the knee-joint, and mischief in the upper
part of the tibia. Abscesses followed, and at length several
pieces of dead bone were removed from the shaft. She re-
covered from this. The wound healed and remained sound
until a fortnight before admission, when dull, aching pain
began in the site of the old injury, and increased until the
day before she came to the hospital, when matter was dis.
charged with much relief. In front of the upper part of the
right tibia was an irregular scar, about two inches long.
Near the centre of this was a small sinus discharging a little
thin pus. At this part there was a general enlargement of
the bone, ill defined, with a smooth surface, but indented
under the scar, which was adherent to the periosteum.
There was great tenderness on pressure over the scar. There
were other scars of previous abscesses in the limb, one over
the inner condyle of the femur, and another just above the
internal malleolus. The scar was dissected back, then on
the surface of the bone a very minute orifice was seen, too
small to admit a probe, through which a drop of pus exuded.
With a drill this was enlarged, and the cavity of an abscess
was exposed in the shaft of the bone. It was regularly
oval, with perfectly smooth walls, about an inch in length,
filled with pus. Again, in this case how can the formation of
the slender fistulous canal be explained ? Could it have re,
mained since the first operation, or had it been produced at
some subsequent period? It seems to me that neither view
can be accepted without difficulty. We are certainly not
familiar with these extremely minute fistulous tracts in the
substance of bone. But the clinical features of these cases
are very remarkable. With many of the usual signs of
abscess of bone, one-perhaps the chief-intense and long.
continued pain, admitting of no relief, and rising at times
into great agony, was wanting. And the explanation of its
absence is easy. The pain of such an abscess is due to its
tension, and here, as the pressure from the accumulation of
pus increased, the fluid found vent to the surface with cor.
responding relief.
ON A CASE OF
OBLITERATION OF SUPERIOR VENA CAVA.3
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PROFESSOR OF PHYSIOLOGY AND LECTURER ON HISTOLOGY, UNIVERSITY
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(Reported by Dr. DUNCAN, Resident Assistant-Physician.)
CHARLES R-, aged thirty-four, third officer of an Ocean
steamship, entered hospital on the 27th of June, complaining
of great shortness of breath and a feeling of fulness in the
head. He said that twelve months previously, when lifting
a heavy weight, he felt something give way in his chest:
this was immediately followed by severe dyspnoea and weak.
ness, and he was obliged to give up work for a time. He
soon became better, but for six months after this he had
occasional attacks of dyspnoea, very severe at times. He
also had pain in the region of the heart, extending to the left
shoulder. The severe symptoms then abated till about four
weeks ago, when he became much worse. When ascending
the gangway of the ship he suddenly felt "as if he would
smother," and coughed up a small quantity of blood. He
soon became easier, but still had considerable dyspncea on
exertion. Four days ago his breath became very short; he
felt a fulness in the head and had slight pain extending
down each side of the neck. He said he never was a hard
drinker, but he had the appearance of a man who had lived
well. No history of syphilis. The chest and other parts of
the body presented spots of enlarged capillaries. Heart sounds
perfectly clear. No perceptible impulse at the apex. There
were swelling and tenderness on each side of the neck, just
over the great veins ; no enlargement of glands; no pulsa-
tion in supra-sternal notch. Laryngoscopic examination
gave negative results. Breathing appeared rough at apex of
both lungs ; percussion note was clear over both lungs, and
breath sounds heard distinctly. No increase in liver or
spleen dulness. When sitting up could breathe fairly well,
but the slightest exertion in lying down caused urgent
dyspnoea. He had had a slight laryngeal cough, though not
1 A paper read before the Medico-Chirurgical Society of Montreal,
Dec. 8th, 1882.
